Ectopic Ventricular Beats and Sudden Death
To the Editor:
The paper by Fisher and Tyroler (CIRCULATION 47: 712, 1973 ) is an important prospective study suggesting that premature ventricular contractions on routine ECG's are not particularly useful as a predictor of sudden death and yield no advantage over other ECG abnormalities.
The authors note the difference of their results from those of Hinkle who employed the Holter Monitor for recording Dynamic ECG's. I believe it is important to emphasize the importance of looking for arrhythmias over a prolonged period during the variable stresses of everyday living. In processing a large number of DCG's we have been struck by a number of instances where the resting electrocardiogram is relatively or completely normal while the DCG may show striking arrhythmias or other abnormalities. One case of a 21-year-old student, for example, shows a normal resting ECG with only a rare VPC. Her DCG, on the other hand, shows recurrent runs of ventricular tachycardia accounting for her symptoms. Another case, of a 14-year-old girl, shows a completely normal resting ECG but intermittent periods of complete heart block on her DCG.
In summary, further studies are needed with prolonged ECG recordings to establish the relationship between atopic ventricular beats and sudden death. STEPHEN R. YARNALL, M.D. Medical Computer Services Association Seattle, Washington
The authors reply: To the Editor: I agree that the prolonged ECG recording may well be more fruitful in any proposed study of the relationship between ectopic ventricular beats and sudden death. I have no comment to make beyond this. 
Paroxysmal Supraventricular Tachycardia
To the Editor: In figure 2 of the article by Ticzon and Whalen (CIRCULATION 47: 642, 1973) , the authors conclude 910 that the paroxysmal supraventricular tachycardia which appears on the latter portion of the tracing is initiated by a sinus impulse.
However, this interpretation is clearly not tenable. There is no reason to conclude that QRS 7-10 are conducted beats. The R-R intervals of these beats are all identical (1.04 seconds), as are the R-R intervals of QRS 1-6. The sinus P waves preceding QRS 7-10 occur at a gradually increasing distance from the subsequent QRS, as do the sinus P waves preceding QRS 1-6.
The authors' secondary interpretation is correct. QRS 1-10 are all A-V junctional beats with A-V dissociation.
However, it is not necessary to invoke the unlikely mechanism of re-entry of the sinus P preceding QRS 10 to explain the genesis of the subsequent supraventricular tachycardia with 1:1 conduction.
The following is a more likely explanation: Retrograde conduction of A-V junctional beats leading to QRS 1-9 is blocked by the sinus P preceding each QRS.
Since the interval between each A-V junctional QRS and the preceding sinus P gradually increases, it is logical to conclude that retrograde conduction from the A-V junctional focus leading to QRS 10 reaches the A-V note just subsequent to the preceding sinus impulse. From there it is transmitted to the atria (P')-albeit with delay because of the relative refractoriness induced by penetration into the A-V node of the preceding sinus beat. This sets the stage for re-entry and leads to a self-sustaining supraventricular (A-V junctional) tachycardia.
This supraventricular tachycardia is therefore initiated by an A-V junctional, rather than a sinus, impulse. ERIC FALKSON, M.D. New York, New York The authors reply:
We wish to thank Dr. Eric Falkson for his letter regarding the explanation of figure 2 of our paper. We agree that from that short rhythm strip our second explanation of the underlying rhythm is probably the more likely of the two. Regarding the question of which impulse did actually initiate the re-entrant paroxysmal supraventricular tachycardia (PSVT), his altemative explanation is quite plausible if one takes the position that QRS 1-10 are all A-V junctional rather than some are conducted beats. As noted in our article PSVT is almost invariably induced by premature beats but it can also be induced by a normal sinus impulse.'
